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Initial Comments

An Standard Biennial survey was conducted on

., 2012. Gabriels Home Assisted
Living Facility had the following deficiencies at
time of survey.

58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff.
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aldes trained in accordance with
Rule 58A-8.0085, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

i, may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service

training within 30 days of employment that covers |

the following subjects:

1. Reporting major incidents.

2. Reporting adverse incidents

3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation

{c} Staff who provide direct care to residents, who
have not taken the core training program, shait
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident y

T
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neglect, and . |
(d) Staff who provide dlrect care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0085, '
F.AC., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs. H
2. Providing assistance with the activities of daily
living. i
(e) Staff who prepare or serve food, who have not !
taken the assisted living facility core training must |
receive a minimum of 1-hour-in-service training |
within 30 days of employment in safe food H
handling practices. i
(f) Al facility staff shall receive in-service training |
regarding the facility ' s resident elopement 1
response policies and procedures within thirty 1
(30) days of employment. i
1. All facility staff shall be provided with a copy of |
the facility ' s resident elopement response {
policies and procedures. I
2. Alf facility staff shall demonstrate an |
understanding and competency in the |
: implementation of the elopement response i
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 4 sampled employees to
have training in the areas of Emergency
Preparedness and Evacuations/ Incident
Reporting.

Findings includes:
1. Record review revealed that employee #3
caretaker started on and she did not i
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have training in the areas of Emergency
Preparedness and Evacuations/ Incident
Reporting in her file at the time of the survey.
2. Interviewed administrator on @2:00 |
pm , she confirmed the findings that employee #3 :
did not have her training certifications in her file
for Emergency Preparedness and Evacuations/
incident Reporting
Class it}
A083 58A-5.0191(4) FAC Training - First Aid and : AOS3
88=D i

{4) FIRSTAIDAND _

(.. ) Astaff member who
has completed courses in First Aid and
holds a currently valid card documenting

at all times.

{a) Documentation of attendance at First Aid or
course offered by an accredited college,

university or vocational school; a licensed

hospital; the American Red Cross, American
Association, or National Safety Council; or

a provider approved by the Department of Hea th

shall satisfy this requirement.

requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S,, shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 4 sampled employees to

and

completion of such courses must be in the facility |

(b) A nurse shall be considered as having met the ©

AHCA Form 3020-0001
STATE FORM

=

81P1

# continuation sheet 3 of 7




Agency for Health Care Administration

PRINTED: 03/21/2013
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
AL11911921 B WING T
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11232 SW 7TH STREET
GABRIELS' HOME ALF INC MIAML FL 33174
X4y SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE

A 083 Continued From page 3
have training in the areas First Aide/

Findings includes:

1. Record review revealed that employee #3
caretaker started on and she did not
have training in the areas of First Aide/ in
her file at the time of the survey.

2. Interviewed administrator on
2:00pm , she confirmed the findings that
employee #3 did not have her training
certifications in her file for First Aide/

Class it

S/3\816[)2 58A-5.024(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
(a) Resident demographic data as follows:
1. Name;
3. Race;
4. Date of birth;
5. Place of birth, if known;
6. Social security number;
7. Medicaid and/or Medicare number or name of
other health insurance
8. Name, address, and te!ephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and
9. Name, address, and phone number of health
care provider, and case manager if applicable.
(b} A copy of the medical examination described
in Rule 58A-5.0181, FAC.
(c) Any health care provider ' s orders for
medications, nursing services, therapeutic diets,

. or other services to be

A083
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provided. supervised, or implemented by the
facility that require a health care provider 's
order.

(d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC

(e) The resident record described in paragraph
58A-5.0182(1)(e), F.A.C.

(f) A weight record which is initiated on :
admission. information may be taken from the
resident’' s health assessment, Residents
receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC,,
such consent is not included in the resident ' s
contract.

{h) For facilities which manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, the

required medication records maintained pursuant |
to Rule 58A-5.0185, F.AC.

{i) A copy of the resident ' s contract with the R
facility, including any addendums to the contract, .
as described in Rule 58A-5.025, F A.C.

(j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction

made on behalf of the resident as required under
Section 429.27, F.8.

(k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written statement of funds or other
property disbursed as required under Section
429.27, F.S.
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(I) A copy of Alternate Care Certification for

. - ( i} Form,
CF-ES 10086, 1998, if the resident is an

: recipient. The absence of this form shall not

be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m) Documentation of the appointment of a
health care surrogate, guardian, or the existence
of a power of attorney where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.
(o) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FAC,
4. The resident ' s contract described in Rule
88A-5.025, FAC.; and
5. A health care provider ' s order for a
therapeutic diet If such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
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resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 88A-56.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 11 sampled residents did
not have a POA (Power of Attorney) in her file.

Findings includes:

1. Record review revealed that resident #2 was
admittedon - , there is not a POA in her
file. A family member has been signing all of the
documents in the file without the Power of
Attorney.

2. Interviewed administrator on @ 1:00

pm, she confirmed that resident's family member
{daughter) did not have a Power of Attorney in her

file..
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TOREM ACTNCY FOR FEALTH CARE ADMNSTRATION

Rggi,égﬁg; Better Health Care for ail Floridians EL%’;%ERE;.E;}\? X
, 2013
Adpinistrator
Gabriels' Home Alf,inc
11232 Sw Tth Street

Miami, FIL, 33174
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2013 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were ids d
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this office will conduct a review after 1o verify that the necessary cotrections are in
place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

: %J\Arlene Mayo-Davis
Field Office Manager
AMD:sy

Enclosure
XG99

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp/fahca myfiorida.com

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL. 33166

Phone (305) 593-3100; Fax (305) 593-3121




